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To:  Members,  HIV  Health  Services  Planning  Council 

Meeting  Date:  May  6,  1922^  MAY   1  8  1999 

Meeting  Place:  25  Van  Ness  Ave.,  Conference  Room  330-B 

Meeting  Time:  4:00  to  6:00  PM  ^SAN  FRANCISCO 

Members  Present:         Co-Chairs  Kirsten  Balano,  Susan  Shea,  and  Diane  Jones,  Allen  Meyer, %rge 
Ortiz,  Matt  Sharp,  Luis  de  la  Torre 

Others  Present:  Hazel  Betsey,  Beth  Kittenhouse,  Naomi  Prochovnilk,  Lyon-Martin; 

Billy  Pick,  Laura  Thomas,  AIDS  Office  Liaisons;  Greg  Rowe,  minutes. 

Next  meetings:  Thursday,  June  3,  1999,  25  Van  Ness  Ave.,  Rm.  330-A,  5:00-7:00  PM. 

Thursday,  June  10,  1999,  25  Van  Ness  Ave.,  Rm.  330-A,  5:30-7:30  PM 
Thursday,  June  24,  1999,  25  Van  Ness  Ave.,  Rm.  330-A,  5:00-7:00  PM. 

I.  General  Announcements 

-  DJ  informed  the  Task  Force  that  the  Care  Council  was  seeking  new  members  and  that  the  non- 
members  participating  were  welcome  to  submit  an  application 

II.  Meeting  Objectives 

KB  explained  that  the  general  objective  of  the  meeting  was  to  make  recommendations  to  the  Council 
as  to  activity  increase  or  decrease  or  a  category  change  within  the  realm  of  healthcare  services. 

III.  Presentation  of  Prioritization  Process  qnd  Update 

DJ  took  the  time  to  explain  the  prioritization  process,  the  history  of  the  process  and  the  timeline  for 
this  group  (see  Attachment  A);  She  explained  the  Prioritization  Plan  point  by  point  (page  1),  the 
second  page  corresponds  to  general  consensus  that  the  council  has  come  to  be  used  as  guidelines  for 
the  process,  page  3  gives  the  definition  of  "severe  need". 

LT  presented  Attachment  B.  This  document  shows  what  the  prioritization  decisions  had  been  for  FY 
99-00  as  far  as  budget;  She  made  the  following  comments: 

1.  Dental  Care  -  Three  new  sites  this  year 

2.  Pharmacy  -  This  figure  includes  those  participating  in  the  integrated  model,  there  are  still 
obstacles  to  legally  funding  small  stocks  of  "emergency"  drugs. 

3.  Complementary  Care  -  There  is  difficulty  integrating  this  due  to  credentialing  and  liability,  it 
would  be  good  to  find  creative  ways  to  develop  this 

4.  Home  Health  -  BP  added  that  there  had  been  an  increase  in  the  number  of  units  of  service  due  to 
the  increased  longevity  brought  on  by  HAART; 

IV.  Comments/Discussion 

A  long  discussion  followed  as  to  how  to  develop  sources  of  information  data  in  order  to  guide  the 
group  in  their  decision  making;  these  were: 

-  Take  a  look  at  percentage  use  of  CARE  funds  -vs-  other  funds,  i.e.  Medi-Cal 

-  Look  at  waiting  lists  for  access  to  service 

-  LT  offered  to  share  utilization  data  for  FY  97-98,  noting  that  98-99  would  be  available  later 

-  Another  source  mentioned  was  annual  reports 

A  .second  discussion  covered  what  needed  to  be  looked  at  in  order  to  evaluate  care  quality,  these 
were: 

-  Access,  quality  and  retention  of  service,  category  by  category 

-  P<  ssible  gaps  between  testing  and  initial  primary  care  access 

-  A  \b .rence  and  it's  impact  on  care 

DJ  insisted  on  the  fact  that  recommendations  had  to  be  simple  and  creative 

KB  feared  that  the  work  group  "double-dose"  the  work  of  the  needs  asssesmment,  insisting  on  the 

importance  of  being  complementary. 

SS  asked  if  there  was  really  any  reason  to  believe  there  might  be  a  budget  change 


V.  Decisions/Conclusions 

KB  insisted  on  the  fact  that,  beyond  the  budgeting,  the  decisions  of  the  work  force  were  a  strong 

impetus  giving  direction  to  the  various  people  involved  in  care.  She  gave  the  example  of  Integrated 

Care  which,  DJ  explained,  had  brought  on  strong  resistance  from  the  community  yet  represents  a 

true  direction  of  the  Care  Council. 

The  group  agreed  it  was  necessary  to  further  reinforce  the  notion  of  Integrated  Care; 

The  group  agreed  unanymously  to  DJ's  proposal  to  bring  together  people  working  in  integrated 

care  settings  for  an  evaluation  of  their  experiences. 

SS  agreed  to  distribute  feedback  from  a  previous  meeting  of  the  same  population 

BP  offered  to  give  everyone  a  HRSA  document  on  Outcomes 

The  Task  Force  agreed  to  invite  providers  of  both  Integrated  Services  and  "Stand  alones"  as  well  as 
their  clients  to  a  meeting  on  Thurs  June  10,  5:30  -  7:30  pm,  to  use  the  information  gathered  to 
further  their  own  decisions. 

VI.  Next  Meeting  Agenda 

The  agenda  for  the  next  meeting  will  include  a  report  on  the  Action  Points  (presented  by  BP), 
Planning  the  June  10  meeting,  Reviewing  utilization  data  from  AO, 


All  CARE  Council  &  Committee  meetings  are  held  in  accessible  sites,  and  are  open  to  members  of  the  public.  Participation 
of  people  living  with  HIV  is  strongly  encouraged.  Minutes  of  meetings  and  all  information  distributed  to  Council  members 
are  available  for  public  inspection  and  copying.  For  further  information  contact  Council  staff  at  415/554-9136. 
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FY  2000-2001  PRIORITIZATION  PLAN 

APRIL 

Prioritization  workgroups  meet 
April  2^,  1999  Council  meeting: 

Present  overall  plan,  overview/consensus 

MAY 

Prioritization  workgroups 
May  24  Council  meeting: 

CARE/Reggie  URS  Data 

HIV/AIDS  prevalence 

DPH  plan  (Treatment  on  Demand,  Laguna  Honda,  etc) 

*(special  meeting  in  either  June  or  July  on  research  data) 

JUNE 

Prioritization  workgroups  formulate  proposals 

June  28,  1999  Council  meeting:  Needs  Assessment  results 

JULY 

Steering  Committee  July  5  to  review  the  workgroup  proposals  and 

begin  to  draft  proposed  prioritization  plan 
July  12  and  26  Council  meetings  (NOTE:  2  meetings) 
San  Mateo  and  Marin  counties  presentations 
Presentation  of  individual  workgroups  and  first  draft  of  proposal 

AUGUST  9  and  23,  1999  Council  meetings 
Final  prioritization 
Implementation  plan 

Prioritization  Workgoups  to  meet  in  April,  May  and  June 
Housing 
Health  care 
Substance  Abuse 
Mental  Health 
Counties  and  Support  Services 


FY2000-2001  CARE  PRIORITIZATION 
OVERVIEW/CONSENSUS 


1 .  Access  to  services  must  be  prioritized  for  people  with  the  highest  need  (see  definition 
of  severe  need  population,  next  page) 

2.  HIV  specific  services  (including  CARE  funded  services)  must  be  coordinated  with 
and  integrated  into  the  larger  health  care  and  social  services  delivery  systems 
(including  the  Department  of  Public  Health,  Community  Substance  Abuse  Services, 
Community  Mental  Health,  the  Department  of  Human  Services,  the  Redevelopment 
Agency  and  other  housing  services) 

3.  HAART  (Highly  Active  A nti retroviral  Treatments)  and  effective  prophylaxis  against 
opportunistic  infections  have  fundamentally  changed  service  needs  for  many 
individuals  arid  we  must  continue  to  reexamine  all  service  categories  toward  the  goal 
of  increasing  access  to  these  therapies. 

4.  Primary  medical  care  for  people  living  with  HIV  must  be  at  the  center  of  the  service 
delivery  system  and  all  components  must  be  connected  to  primary  care,  especially 
access  to  HIV  treatment 

5.  In  order  to  make  a  more  integrated  system  of  services  available  to  those  not  currently 
receiving  care;  more  effective  outreach  must  become  part  of  the  overall  system  of 
services.  This  should  include  mobile  services  which  reach  out  to  individuals  in  need 
where  they  live,  including  the  street. 

6.  Client  outcomes  and  outcome  measures  must  be  more  clearly  defined  in  order  to 
evaluate  the  effectiveness  of  specific  services  and  the  delivery  system  as  a  whole,  and 
to  ensure  quality  of  care. 

7.  It  is  the  responsibility  of  the  HIV  Health  Services  Planning  Council  to  provide  the 
grantee  (the  Department  of  Public  Health)  with  clear  mandates,  directives  and  time 
lines,  and  to  oversee  the  progress  of  the  implementation  of  the  Council's  plan. 

8.  This  year's  prioritization  will  produce  a  two-year  plan,  building  on  the  past  two 
years'  prioritization  plans  and  the  evaluation  of  their  implementation. 
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1999-2000  CARE  PRIORITIZATION 
DEFINING  SEVERE  NEED 

CRITERIA  WHICH  DEFINE  SEVERE  NEED: 

Uninsured  or  under  insured:  not  insured  for  the  service  being  provided  by 

CARE  (CARE  must  be  used  as  funding  source  of  last  resort).  This  may 

vary  depending  upon  type  of  service.  For  example,  someone  may  have 

private  insurance  which  does  not  cover  dental. 

Poverty:  must  be  further  defined,  as  it  may  effect  an  individual's  eligibility 

for  certain  services,  such  as  housing. 

HIV /AIDS  disability,  severity  of  illness:  establish  defining  criteria,  as 

these  may  impact  eligibility  for  certain  services,  including  federal  disability 

(SSI). 

COMORBIDITY  FACTORS  -  THOSE  WHICH  CONTRIBUTE  TO  SEVERE 
NEED: 

homelessness 

active  substance  use 

mental  illness 

tuberculosis 

sexually  transmitted  disease 

EXAMPLES  OF  COMMON  BARRIERS  EXPERIENCED  BY  UNDER 
SERVED  POPULATIONS  EXPERIENCING  SEVERE  NEED: 

This  is  not  intended  to  be  an  exhaustive  list.  In  some  cases  the  relative 

numbers  are  small  and  don't  generate  enough  data  to  reveal  consistent 

patterns  of  low  levels  of  access.  A  comprehensive  needs  assessment 

must  be  conducted  in  order  to  determine  barriers  to  service  and  levels  of 

unmet  need  for  all  populations. 

IMMIGRANTS:  language,  ineligibility  for  other  forms  of  public  assistance. 

WOMEN  AND  CHILDREN:  unmet  need  for  childcare,  transportation, 

unique  disease  profile. 

ADOLESCENTS  /  YOUNG  PERSONS:  lack  of  knowledge  of  available 

services,  high  incidence  of  homelessness,  need  for  education  of  'adult' 

service  providers,  lack  of  continuum  of  services  across  age  groups,  gaps  in 

services  experienced  by  individuals  made  more  vulnerable  by  periods  of 

transition. 

AFRICAN  AMERICANS:  data  consistently  indicate  disproportionally  low 

levels  of  access,  particularly  to  HIV  antiviral  and  prophylaxis  treatments. 
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June  Report  I 

To: 

Meeting  Date: 
Meeting  Place: 
Meeting  Time: 

Members  Present: 


Others  Present: 


Members,  HIV  Health  Services  Planning  Council 
June  3,  1999 
'25  Van  Ness  Ave.,  Conference  Room  330- A 
5:00  to  7:00  PM 


DOCUMENTS  DEPT. 
JUN  2  4  1999 


/SAN  FRANCISCO 

Co-Chairs  Kirsten  Balano,  Susan  Shea.  LIBRARY 

John  Conley,  Gene  Gowdey,  Diane  Jones,  Allen  Meyer,  Matt  Sharp, 

Charlotte  Bobek,  Positive  Health  Program;  Peggy  Taylor  Campbell,  ACT  UP 
Golden  Gate;  Joseph  Cecere,  Billy  Pick,  AIDS  Office  (AO);  Marcie  Frasier, 
Continuum  HIV  Day  Services;  Gene  London,  American  College  of 
Traditional  Chinese  Medicine;  Kevin  McKinney,  SFDPH/CHN  Primary  Care 
Division;   Michael  Moors,  minutes:  Michael  Reyes,  Pacific  AIDS  Education 
Training  Center  (AETC);  Val  Russ,  Bridge  Project. 


Next  meetings:  Thursday,  June  10,  1999,  25  Van  Ness  Ave.,  Rm.  330-A,  5:30-7:30  PM 

Thursday,  June  24,  1999,  25  Van  Ness  Ave.,  Rm.  330-A,  5:00-7:00  PM. 

Review  Agenda/Introductions 

DJ  distributed  5/14  Prioritization  Workgroups  memo  and  reviewed  the  themes  of  last  year's 
prioritization  as  well  as  HRSA's  proposal  for  evaluating  service  delivery  models.  She  recommended 
reviewing  the  strengths  and  weaknesses  in  health  care,  how  well  services  are  meeting  the  themes  of 
last  year's  prioritization  and  what  recommendations  need  to  be  made.  She  said  this  would  be  a  two- 
year  plan  for  prioritization  based  on  level  funding  at  best.  She  emphasized  the  need  to  access  the 
impact  of  the  lack  of  housing  and  its  impact  on  clients'  ability  to  access  other  services. 
Val  Russ,  Bridge  Project,  requested  adding  to  the  agenda  discussion  of  changing  philosophy  of  in 
home  health  care  as  new  providers  take  over  those  services. 

Standards  of  Care  -  the  role  of  AIDS  Education  Training  Centers  (AETC) 
Michael  Reyes,  representing  Pacific  AETCs  for  Arizona,  California,  Hawaii,  and  Nevada,  said  the 
intent  of  HRSA  is  that  the  centers  train  treaters  of  people  living  with  HIV/AIDS.  They  emphasize 
working  in  correctional  settings  and  disseminating  information.  They  provide  technical  assistance 
and  links  to  Councils  across  the  country.  They  provide  a  quality  assurance  training  program  for  the 
AIDS  Drug  Assistance  Program  (ADAP)  and  work  with  other  existing  quality  assurance  programs. 
They  are  planning  on  having  a  training  coordinator  located  in  San  Francisco.  KB  said  the  AETC 
would  help  the  Council  give  the  AO  direction  about  trainings.  She  said  the  needs  assessment  will 
provide  useful  information.  She  spoke  with  people  in  Los  Angeles  regarding  the  general  guidelines 
for  standards  of  care.  She  said  San  Francisco  could  be  specific  about  local  populations  who  are  not 
getting  care.  Billy  distributed  HRSA  Outcome  Measures.  [Attachment  A]  and  said  that  if  AETC 
doesn't  do  local  trainings  then  the  AO  must  and  the  outcome  may  not  be  consistent  with  the  rest  of 
the  country.  DJ  asked  if  there  were  changes  in  outcome  measures  this  year.  Billy  said  there  were 
changes  for  Substance  Use  and  Case  Management.  Joseph  suggested  linking  objectives  to  quality 
assurance.  He  pointed  out  that  customer  service  is  important  to  clients,  it's  often  the  first  issue  they 
bring  up.    AM  distributed  SFAQ  Contract  impact/Outcome  Objectives  [Attachment  B].  KB  said  the 
Council  doesn't  know  the  resources  of  the  AETC  yet  and  that  recommendations  to  them  will  come 
later. 

Changing  Home  Health  Care  Philosophy 

DJ  said  that  last  year  the  Council  distinguished  residential  care  from  home  based  services  within  the 
category  of  Home  Health  so  that  CARE  dollars  could  be  used  to  expand  services  beyond  the  narrow 
definition  established  by  Medi-Cal.  Val  spoke  about  a  home  care  aid  position  that  assists  clients  with 
planning  appointments  and  doing  tasks  that  do  not  include  physical  care.  She  said  some  contractors 
define  that  position  as  needing  to  be  60%  physical  care  based  on  Medi-Cal  restrictions.  She  said 
personal  care  is  not  as  important  to  clients  as  practical  support,  and  that  CARE  funding  is  not  bound 
by  Medi-Cal  restrictions.  SS  suggested  organizations  need  help  understanding  what's  allowable  with 


CARE  dollars.  DJ  said  some  mental  health  contractors  have  chosen  not  to  work  with  Medi-Cal  due  to 
their  restrictions.  Billy  suggested  asking  the  AO  for  details  of  what  service  is  being  provided  from 
agencies  billing  information,  and  that  billing  is  important  to  understand  utilization.  He  said  gaps 
could  be  filled-in  through  education.  Marcy  thought  the  home  care  aid  might  better  be  defined  as  a 
peer  advocate  under  a  broadened  definition  of  that  position  and  said  there  are  peer  advocates  in  all 
sorts  of  programs.    She  asked  if  adult  day  health  services  fell  under  the  Health  Care  category,  and 
was  told  they  are  covered  under  the  Day  Respite  sub  category.  Val  felt  that  a  health  worker- was  not 
the  same  as  a  peer  advocate  and  wondered  if  that  position  could  be  part  of  home  care.  She  said  that 
practical  support  is  written  into  contracts  for  the  Bridge  Project,  and  that  it's  clearly  defined  as  a  role 
for  health  workers.  DJ  said  the  definition  of  peer  advocate  is  still  being  worked  on,  and  that  it's 
linked  to  case  management.  AM  said  this  position  sounds  like  practical  support  which  used  to  be  a 
category.  SS  said  the  epidemic  has  changed  and  providers  need  to  change  with  it,  that  practical 
support  is  necessary  for  all  clients  now,  and  that  this  will  be  an  important  issue  for  the  next  two-year 
prioritization.  Peggy  informed  the  group  that  health  workers  are  not  being  sent  to  Leland  House, 
and  that  staff  has  said  it's  because  the  residents  have  AIDS.  Joseph  said  that  program  managers  at 
the  AO  could  add  practical  support  duties  to  the  program  narrative.  Billy  agreed  and  suggested  a 
letter  of  support  from  this  group  to  the  AO  would  be  useful.  SS  felt  this  issue  needs  to  become  part 
of  this  year's  prioritization,  and  that  providers  of  home  health  services  should  be  invited  to  the 
integrated  service  discussion  June  10  . 

Plan  6/10  Integrated  Service  Delivery  Meeting 

Billy  distributed  Integrated  Service,  Mental  Health  and  Substance  Abuse  Providers  Meeting  Survey 
Summary  [Attachment  C]  that  indicates  some  of  the  organizations  to  invite  to  the  meeting,  and  a 
memo  summarizing  the  Annual  Narrative  Reports  from  Integrated  Services  [Attachment  D] 
providers  requested  by  the  Council.  He  will  check  with  Ijmra  Thomas  regarding  which  organizations 
were  sent  letters  announcing  the  meeting.   Task  force  members  agreed  to  contact  providers  they 
want  at  the  meeting.  DJ  distributed  a  letter  and  minutes  of  Prioritization  Committee  Integrated 
services  Discussion  1 1/3/97  [Attachment  E].  She  said  the  meeting  should  try  to  assess  whether 
integrated  services  are  still  the  most  important  factor  in  prioritization,  which  models  work  and  what 
problems  providers  are  encountering.  KB  asked  JC  to  speak  about  services  in  San  Mateo  at  the 
meeting.  JC  agreed  and  said  he  would  bring  a  description  of  services.  He  said  a  benefit  of  services  in 
San  Mateo  is  that  contractors  communicate  with  each  other,  and  that  the  health  outreach  team  is  very 
flexible.  The  downside  is  that  there  are  fewer  services  and  providers. 

The  task  force  discussed  what  questions  they  should  be  prepared  to  ask  providers  at  the  meeting.  DJ 
said  the  focus  should  be  on  how  programs  are  working.  By  going  to  clients  are  providers  tapping 
into  difficult  to  reach  populations.  She  said  the  goal  should  be  to  determine  whether  further 
integration  is  warranted.  KB  wants  a  provider  definition  of  integrated  services.  Billy  suggested  asking 
how  services  are  different  than  they  were  two  years  ago  before  integrated  services  existed.  Peggy  said 
providers  do  not  get  accurate  information  from  client  surveys,  and  that  clients  need  to  be  interviewed 
as  well.  KB  said  the  Council's  needs  assessment  is  gathering  that  information. 

Complimentary  Therapies 

Gene  London,  American  College  of  Traditional  Chinese  Medicine  (ACTCM),  described 
complimentary  therapies  and  said  that  for  some  people  they  are  considered  primary  care.  He  said 
feedback  from  clients  is  very  positive.  ACTCM  provides  off  site  services  and  has  opened  a  drop-in 
clinic  in  the  Tenderloin  that  is  creating  a  community  of  clients  and  provides  a  safe  environment.  He 
said  peer  advocacy  is  part  of  their  model.  KB  asked  what  gaps  in  service  existed.  Gene  said  there  are 
geographical  areas  that  are  not  served,  and  that  it's  important  to  educate  potential  clients.  He  said 
ACTCM  held  its  first  class  on  HIV  recently.  SS  asked  how  complementary  therapies  could  be 
integrated  in  the  future.  MS  said  they  could  be  an  effective  link  to  primary  care  for  some  clients.  DJ 
asked  about  credentials  being  a  barrier,  and  how  much  expertise  there  is  with  drug  addiction.  Gene 
said  credentials  are  somewhat  complicated,  and  that  some  collaborative  contracts  are  being  created. 
He  distributed  a  Letter  of  Collaboration  between  Mission  Neighborhood  Health  Center  &  ACTCM 
[Attachment  F],  He  said  Medi-Cal  pays  for  two  visits  a  month  for  acupuncture,  but  does  not  pay  for 
Chinese  herbs.  As  to  drug  addiction,  he  said  the  jails  are  more  advanced  in  treatment  than  the 
population  in  general. 


All  CARE  Council  &  Committee  meetings  are  held  in  accessible  sites,  and  are  open  to  members  of  the  public.  Participation 
of  people  living  with  HIV  is  strongly  encouraged.  Minutes  of  meetings  and  all  information  distributed  to  Council  members 
are  available  for  public  inspection  and  copying.  For  further  information  contact  Council  staff  at  415/863-5462. 


Attach  a\£Ht     A 


BACKGROUND  INFORMATION  ON  HRSA 
EVALUATION  ACTIVITIES  AND  FUNDING 


Guiding  Principles  for  Ryan  White  CARE  Act  Programs 

In  addition  to  legislative  requirements  as  outlined  in  the  CARE  Act  of  1996  and  HRSA 
HIV/AIDS  Bureau  program  requirements,  CARE  Act  programs  need  to  focus  on  four  principles 
with  important  implications  for  HIV/AIDS  services  in  the  coming  years. 

Better  serving  the  underserved  in  response  to  the  HIV/AIDS  epidemic's  growing  impact 
among  underserved  minority  and  hard-to-reach  populations.  This  requires  programs  to 
assess  the  shifting  demographics  of  new  HIV/AIDS  cases  in  their  area  and  adapt/change  care 
systems  to  the  needs  of  emerging  communities  and  populations.  In  particular  is  attention  to 
reaching  PLWH  who  are  not  in  care  and  ensuring  the  provision  of  primary  medical  care  and 
supportive  services,  directly  or  though  appropriate  linkages. 

Ensuring  access  to  existing  and  emerging  HIV/ AIDS  treatments  that  can  make  a 
difference.   The  quality  of  HIV/ AIDS  medical  care— including  combination  antiretroviral 
therapies  and  prophylaxis/treatment  for  opportunistic  infections— can  make  a  difference  in  the 
lives  of  PLWH.  Programs  should  focus  on  ensuring  that  available  treatments  are  accessible  and 
delivered  according  to  established  HIV-related  treatment  guidelines/recommendations. 

Adapting  to  changes  in  the  health  care  deliver}'  system  and  the  role  of  CARE  Act  services 
in  filling  gaps  in  care.  Programs  need  to  consider  how  CARE  Act  services  are  utilized  in  filling 
gaps  in  care,  including  coverage  of  HIV/AIDS-related  services  within  managed  care  plans 
(particularly  Medicaid  managed  care)  and  coordination  of  CARE  Act  services  with  other  funding 
sources. 

Documenting  outcomes.  Policy  and  funding  decisions  at  the  federal  level  are  increasingly  being 
determined  by  outcomes.  Programs  need  to  document  the  impact  of  CARE  Act  funds  on 
improving  access  to  quality  care/treatment  along  with  areas  of  continued  need.  Programs  also 
need  to  ensure  that  they  have  in  place  quality  assurance  and  evaluation  mechanisms  to  assess 
the  effect  of  CARE  Act  resources. 


Valuation  studies  being  conducted  by  the  HIV/ AIDS  Bureau,  Health 
Resources  and  Services  Administration,  U.S.  Department  of  Health  and 
luman  Services 

'he  HIV/AIDS  Bureau  (HAB)  administers  the  Ryan  White  CARE  Act,  which  delivers 
ervices  to  people  living  with  HIV  (PLWH)  who  are  lacking  insurance  coverage.  The 
ervices  include  primary  health  care;  a  range  of  ancillary  care  services  including  case 
lanagement,  substance  abuse  treatment,  and  mental  health  care;  health  insurance 
ontinuation;  and  access  to  a nti retroviral,  prophylactic,  and  curative  drugs  through 
tate-administered  AIDS  Drug  Assistance  Programs.  On  the  order  of  $1.5  billion  is  being 
pent  through  CARE  Act-funded  state  and  local  programs  during  the  current  fiscal  year. 

n  1998,  the  HIV/AIDS  Bureau  identified  six  questions  to  guide  its  evaluation  of  the 

elivery  of  services  to  PLWH  supported  by  both  the  CARE  Act  and  other  public  funding 

ources.  The  questions  are  as  follows: 

.  Are  HRSA's  HIV  programs  enrolling  underserved  and  vulnerable  populations  in  primary 

ealth  care? 

.  Are  the  programs  providing  CARE  Act  program  clients  with  care  of  the  same  quality  as 

nat  received  by  other  people  living  with  HIV  (PLWH),  including  continuity  of  primary 

are? 

.  Are  the  programs  providing  services  that  remove  barriers  to  primary  care  access,  so 

s  to  ensure  equitable  access  for  historically  underserved  populations? 

.  Are  the  programs  reducing  morbidity,  as  indicated  by  reductions  in  opportunistic 

onditions,  increases  or  slowed  rates  of  decline  in  CD4  counts  that  show  compromised 

nmune  system  functioning,  and  declines  in  perinatal  transmission  of  HIV? 

.  Are  the  programs  reducing  HIV-related  mortality? 

».  How  are  the  programs  adapting  to  changes  in  the  care  and  service  environment  (most 

particularly,  the  availability  of  highly  active  antretroviral  therapies  and  the  transition  of 

private  and  public  insurance  toward  managed  care)? 

'o  answer  these  questions,  HAB  conducts  research  through  several  mechanisms.  These 
iclude  collaborating  with  other  Federal  agencies  such  as  CDC  and  AHCPR  to  conduct 
ivestigations  of  mutual  interest;  contracting  with  researchers  who  have  access  to  useful 
lata  sources;  and  holding  competitions  among  CARE  Act  grantees  to  conduct  local 
valuation  studies  on  matters  of  particular  interest. 

Collaborative  Studies 

)uring  the  current  fiscal  year,  several  collaborative  studies  are  being  conducted,  two  of 
hem  in  conjunction  with  the  Centers  for  Disease  Control.  One  is  examining  the  impact 
»f  CARE  Act  Title  I  funding  on  HIV  service  use  and  health  outcomes  in  newly  eligible 
netropolitan  areas  (EMAs).  Two  new  EMAs  are  receiving  Title  I  funding  in  1999,  Las 
'egas  and  Norfolk-Virginia  Beach-Newport  News.  Although  some  service  providers  in 


these  EMAs  currently  receive  CARE  Act  funds,  the  Title  I  grants  will  significantly  increase 
each  EMA's  financial  base  for  planning,  developing,  and  expanding  HIV-related  health 
and  support  services.  Using  a  cross-sectional  pre-  and  post-  study  design,  the  study  will 
assess  the  impact  of  the  new  CARE  Act  funding  on  the  prevalence  of  HIV-related 
diseases  and  opportunistic  infections.  It  will  also  examine  changes  in  the  availability, 
accessibility,  quality,  and  continuity  of  care.  A  sample  of  clients  will  be  followed 
longitudinally  to  compare  the  impact  of  funding  on  privately  insured,  publicly  insured, 
and  uninsured  individuals  and  examine  client  retention  in  care  over  time. 

A  second  study  being  conducted  in  collaboration  with  CDC  is  examining  occurrences  of 
Pneumocystis  carinii pneumonia  (PCP)  resulting  from  HIV  infection.  PCP  is  now  largely 
preventable;  hospitalizations  for  this  condition  might  indicate  that  patients  are  not 
receiving  appropriate,  timely  medical  care,  do  not  have  access  to  such  care,  or  may  be 
failing  or  not  adhering  to  a nti retroviral  therapy.  The  goal  of  the  study  is  to  determine 
whether  PCP  hospitalization  rates  in  specific  geographic  areas  over  time  can  be 
calculated  and  used  to  highlight  areas  where  HIV-related  medical  care  may  be  deficient 
or  lacking. 

In  collaboration  with  several  other  Federal  agencies  (including  AHCPR,  SAMHSA,  and 
ASPE),  HAB  is  funding  a  pilot  study  being  conducted  by  the  Association  of  HIV  Care,  a 
network  of  health  providers  having  current  or  likely  future  links  with  managed  care.  In 
the  pilot  phase  of  the  study,  six  months'  data  on  HIV  resource  use  from  ten  to  twenty 
providers  will  be  collected  and  analyzed.  A  future  phase  of  the  study  is  expected  to 
involve  broader  provider  participation  and  standardized  data  collection  instruments.  A 
key  purpose  of  the  study  is  to  examine  correlates  of  HIV  resource  use;  another  possible 
goal  is  to  examine  the  adequacy  of  various  reimbursement  mechanisms. 

Contractual  Studies 

In  1998,  HAB  initiated  several  studies  to  measure  medical  and  other  outcomes  in  its 
Ryan  White  Title  IV  grant  program,  which  provides  comprehensive,  family-based 
services  and  access  to  research  for  women,  children,  adolescents,  and  families  affected 
by  HIV.  One  of  the  studies  is  examining  pediatric  clients'  medical  outcomes  from  1996 
through  1998.  It  is  focusing  on  the  use  of  a  nti  retroviral  therapy,  hospitalizations,  PCP 
and  Mycobacterium  avium  complex  prophylaxis,  viral  load  testing,  CDC  Category  C 
diagnoses,  and  CD4  counts  as  they  relate  to  engagement  in  regular  care,  intensity  of 
case  management,  sources  of  reimbursement,  housing  arrangements,  and  enrollment  in 
clinical  research.  Similar  studies  are  planned  to  measure  medical  outcomes  in  the 
program's  adolescent  and  adult  clients.  These  studies  will  explore  the  ways  in  which 
outcomes  may  vary  depending  on  client  demographic  characteristics,  regional  features, 
types  of  services  offered,  and  site-specific  service  configurations. 

Another  contractual  study  is  comparing  treatments  received  and  HIV-related  morbidity 
and  mortality  in  patients  who  do  and  do  not  have  their  medical  care  funded  in  part  by 


:he  CARE  Act.  Patients  attending  specific  clinics  in  Oakland,  CA,  Michigan,  and  Florida 
will  be  selected  from  a  clinical  database  that  contains  considerable  in-depth,  longitudinal 
clinical  information  on  a  large  cohort  of  HIV/AIDS  patients  across  the  country. 

- 
A  third  contractual  study  being  conducted  at  a  single  medical  center  is  comparing  access 
to  a nti retroviral  therapy  and  health  outcomes  for  patients  with  various  insurance 
sources— Medicaid,  other  public  insurance,  commercial  insurance,  and  none.  The  goal  is 
to  examine  whether  CARE  Act-funded  clients  (those  with  no  insurance)  have  access  and 
outcomes  comparable  to  those  with  other  sources,  with  controls  for  demographic 
characteristics,  risk  factor,  and  stage  of  illness. 

Local  Evaluation  Studies 

CARE  Act  grantees  were  given  the  opportunity  to  compete  for  contracts  to  conduct  local 
evaluation  studies  on  two  topics.  Two  Title  III  local  and  community  health  clinics  are 
examining  correlates  of  the  interval  from  diagnosis  with  HIV  to  entry  into  primary  care. 
The  findings  of  these  studies  are  expected  to  help  HAB  determine  how  better  to  meet  its 
goal  that  entry  into  primary  care  should  occur  within  six  weeks  of  diagnosis. 

Eight  CARE  Act  grantees,  representing  all  Titles,  are  engaged  in  studies  examining  the 
correlation  of  clients'  receipt  of  certain  ancillary  services  with  their  entry  into  and 
retention  in  primary  care.  A  substantial  portion  of  CARE  Act  funds  goes  into  such 
services  as  case  management,  outreach,  transportation,  translation,  mental  health 
treatment,  and  substance  abuse  treatment.  It  is  hoped  that  these  studies  will  document 
which  services  are  associated  with  continuing  receipt  of  primary  care,  and  for  clients 
with  what  characteristics.  Findings  from  both  sets  of  local  evaluation  studies  are 
expected  to  be  available  late  this  year,  and  competitions  for  new  local  evaluation  studies 
are  expected  to  be  announced  in  late  spring.  Topics  are  to  include  the  effects  of 
comorbidities  (such  as  substance  use)  on  use  of  CARE  Act  services,  analyses  of  health 
insurance  purchases  using  CARE  Act  funds,  and  examining  how  CARE  Act  funds  augment 
others  in  developing  comprehensive  care  systems. 

Special  Projects  of  National  Significance 

In  addition  to  projects  of  the  types  described  above,  HAB  holds  annual  competitions  for 
special  projects  of  national  significance.  These  evaluate  the  effects  of  innovative  service 
delivery  models. 


Evaluation 
and 
Ryan  White  CARE  Act  Programs 


While  evaluation  of  CARE  Act  programs 
is  directed  by  differing  legislative  and  program 
requirements,  assessment  of  the  overall  impact 
of  the  CARE  Act  will  require  an  evaluation 
approach  that  can  be  administered  across  titles. 
The  consolidated  HRSA's  HIV/AIDS  Bureau 
has  formulated  a  unified  strategy  for  evaluating 
HIV/ AIDS  service  programs,  which  is 
reflected  in  six  broad  evaluation  questions  (see 
box). 

This  evaluation  approach  is  further  driven 
by  the  following  challenges  facing  HIV/ AIDS 
service  programs: 

HIV  disease  is  increasingly  affecting 
segments  of  society  that  have  traditionally 
lacked  access  to  health  care. 
Advanced  therapies  have  the  power  to 
change  the  lives  of  individuals  living  with 
HIV. 

The  changing  health  care  delivery  system, 
including  the  movement  toward  managed 
care,  presents  both  opportunities  and 
challenges  for  providers  of  care  and  for 
meeting  the  needs  of  vulnerable 
individuals.    - 

Ever-increasing  emphasis  is  being  placed 
on  the  relationship  between  expenditures 
and  outcomes  by  the  U.S.  Office  of 
Management  and  Budget,  the  U.S. 
Department  of  Health  and  Human 
Services,  and  the  Congress. 

Evaluation  data  are  needed  to  assess  the 
impact  of  services  on  individuals  and  guide 
decisions  about  improving  programs.  Some  of 
the  data  necessary  for  answering  HAB's 
evaluation  questions  are  already  accessible. 


HIV/ AIDS  Bureau  Evaluation 
Questions 

1.  To  what  extent  are  programs 
enrolling  underserved  and  vulnerable 
populations  in  clinical  care? 

2.  To  what  extent  are  programs 
providing  care  that  meets  the  current 
standard  of  care? 

3.  To  what  extent  are  programs 
providing  services  that  remove 
barriers  to  care? 

4.  To  what  extent  are  programs 
reducing  morbidity? 

5.  To  what  extent  are  programs 
reducing  mortality? 

6.  To  what  extent  are  programs 
adapting  to  the  changing  delivery 
structure  and  spending  environment? 


Other  information  will  become  available  as 
systems  to  collect  additional  data  are 
implemented.  The  chart  on  the  following  page 
provides  examples  of  data  and  analyses  that  will 
help  grantees  respond  to  each  of  the  six 
questions.  The  chart  should  be  used  to  support 
and  guide  the  process  of  improving  evaluation  o 
all  CARE  Act  programs. 
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SFAO  CONTRACT  IMPACT/OUTCOME  OBJECTIVES 

From  Cost-  and  Performance-Based  Contracting:  A  Guide  for  Ryan  White  CARE  Act 
Grantees.   HIV/AIDS  Evaluation  Monograph  Series,  Report  #3.  HRSA  HIV/AIDS  - 
Bureau  (October  1998): 

I.  (Intermediate)  Outcome  Measures: 

•  Counseling  Program:  Improvements  in  client  self-esteem;  increases  in  the  number 
of  clients  who  reach  and  maintain  sobriety. 

•  Primary  Care:  Reduced  inappropriate  use  of  ER  services;  reduced  length  of  hospital 
stays. 

•  Case  Management:  Increase  in  the  number  of  clients  who  adhere  to  medical 
regimes;  increase  in  the  number  of  clients  who  are  placed  in  stable  and  affordable 
housing. 

II.  Structural  Measures: 

•  Staff  quality:  Percentage  of  direct  service  staff  with  AA  degree,  percentage  of  staff 
who  are  licensed 

•  Accessibility:  Hours  of  service;  trilingual  case  managers 

•  Record-keeping  quality 

•  Referral  capabilities 

•  Organizational  quality,  as  measured  by  accreditation 

III.  Process  Measures: 

•  of  persons  seeking  treatment  see  a  direct  service  worker  within  5  days  of  referral 

•  of  clients  seen  at  non-case  management  agencies  are  referred  to  a  case  manager 
within  2  days  of  presentation. 

From  HRSA  CareACTION.   HRSA  HIV/AIDS  Bureau  (Sept.  1998):  Outcome  Measures: 

•  Biological  markers:  Number  and  percentage  of  clients  who  had  a  documented 
increase  in  CD4  counts  and  suppressed  viral  loads. 

•  Measures  of  Mortality  and  Morbidity:  Decrease  in  patient  years  of  life  lost;  increased 
survival  from  the  time  of  diagnosis  to  death  (pre-  and  post-HAART);  decreased 
incidence  of  PCP,  KS,  MAC  and  CMV  diagnoses;  reduced  PCP-related 
hospitalizations. 

•  Health  Care  Access  and  Utilization:  Decreased  inpatient  hospitalization  and  length 
of  stay,  with  associated  cost  savings;  increased  use  of  outpatient  primary  care; 
decreased  inappropriate  ER  utilization;  decreased  use  of  home  health,  skilled 
nursing  facilities  and  inpatient  hospice  care. 

•  Quality  of  Care/Client  Satisfaction:  HIV/AIDS  knowledge  and  expertise  of  clinicians; 
chart  reviews  to  evaluate  psychosocial,  medical,  nutritional,  therapeutic,  lab,  and 
preventive  medical  screening  practices;  symptom  measures  for  diarrhea,  weight  loss 
and  shortness  of  breath/cough.  Quality  of  life  measures:  general  health,  social/role 
functioning,  mental  health/depression,  physical  functioning,  cognitive  functioning, 
levels  of  energy/fatigue,  and  body  pain.  (Kaiser  Permanente's  use  of  patient 
satisfaction  medical  outcome  study  HIV  SF-36,  which  has  been  tested  for  reliability 
and  validity. 


•  Measures  of  Adherence:  Self-reported  dosing  information  and  knowledge  of 
medication  instructions;  assessment  of  the  practitioner/patient  relationship,  peer-led 
interventions,  family  and  social  support,  and  reinforcement  cues. 

•  HIV/AIDS  Care  System  Changes 

•  Evaluation  Methods:  Medical  and  administrative  records,  client  interviews,  blood 
draws,  and  the  systematic  observation  of  HIV/AIDS  practices  to  measure  outcomes. 
Historical  and  prospective  comparisons  of  client  records  and  behaviors. 

• 

Future  outcome  evaluations  should  include:  Options  and  decisions  associated  with 
initiating  and  participating  in  treatment,  including  side  effects,  long-term  efficacy,  and 
adherence.  Evaluation  of  treatment  plans  that  consider  biological  and  clinical  concerns 
along  with  situational,  lifestyle,  and  readiness  components.  Provider  training  and 
access  to  experienced  HIV  specialists. 

From  Evaluating  HIV  Case  Management:  Invited  Research  and  Evaluation  Papers. 
HRSA  HIV/AIDS  Bureau  (July  1998): 

I.  Client-Level  Assessment: 

•  The  amount  of  time  from  assessment  to  case  planning  to  implementation  of  the  care 
plan. 

•  Successful  linkage  to  key  services  such  as  entitlements,  primary  care,  housing, 
mental  health  services,  and  immigration  assistance. 

•  Behavioral  changes,  e.g.,  risk  or  harm  reduction. 

•  Empowerment  of  clients,  e.g.,  self-direction,  autonomy,  self-efficacy,  ability  to  utilize 
internal  and  external  resources. 

o     Quality  of  life  issues,  e.g.,  changes  in  expected  trajectories  of  life  for  individuals 
living  with  HIV  disease;  reduction  in  isolation;  successful  or  helpful  coping. 

•  Improvement  in  knowledge  about  HIV  disease  and  the  disease  process. 

•  Resource  utilization  and  appropriate  resource  utilization,  e.g.,  changes  in  scheduled 
versus  "crisis"  visits;  changes  in  the  number  of  inappropriate  ER  visits. 

II.  Organizational-level  outcomes: 

•  Ability  to  deal  with  repeated  loss  of  clients. 

•  Staff  turnover/retention. 

•  Levels  of  burnout. 

•  Staff  satisfaction. 

III.  System-level  outcomes: 

•  Changes  in  quality  and  degree  of  interaction/communication  among  organizations 
serving  people  with  HIV  and  among  their  staffs  (e.g.,  case  conferences,  joint 
planning,  cooperative  agreements,  sharing  of  data,  organizational  merging, 
achieving  economies  of  scale,  shared  language  and  values). 

•  Changes,  improvements  and/or  increases  in  available  service  resources  (through 
advocacy  by  case  managers  and/or  case  management  organizations  or  coalitions). 

From  Evaluating  HIV  Case  Management:  Invited  Research  and  Evaluation  Papers. 
HRSA  HIV/AIDS  Bureau  (July  1998): 

Positive  Outcomes  of  HIV  Case  Management: 


•  Deceased  total  inpatient  hospital  cost 

•  Significantly  increase  clients'  length  of  life. 

•  Evaluation  Measures: 

•  Analysis  of  client  files,  number  of  clients  enrolled,  number  of  clients  tested,  client 
referral  patterns,  length  of  (hospital)  stay,  cost  per  client,  number  of  inpatient 
hospitalizations  (  or  re-admissions)  per  calendar  year 

•  Case  management  hours,  client  utilization  of  direct  care  services,  tracking  of 
payment  sources. 

•  Increases  in  client  referral,  client  compliance  with  appointments  and  medical  care 
regimes. 

•  Cost  analysis  based  on  hospital  length  of  stay  (LOS),  using  DHHS  standard  LOSs 
for  the  diagnosis-related  group  (DRG)  to  which  the  admission  was  assigned.  E.g., 
mild  disease  has  a  standard  LOS  of  3.5  -  8.6  days;  moderate  disease  has  a 
standard  LOS  of  8.7  days;  and  severe  disease  has  a  standard  LOS  of  8.8  -  22.7 
days.  Discharge  delay  (due  to  non-availability  of  sub-acute  care,  family/patient 
resistance)  as  factor  to  be  considered. 

Criteria  for  evaluating  case  management: 

•  Service  penetration:  Are  services  being  provided  to  those  who  are  currently  outside 
the  system  of  care?  Are  services  being  provided  to  a  substantial  portion  of  the 
community? 

•  Client  engagement:  Do  clients  return  for  services,  identify  with  case  managers  and 
other  providers,  and  continue  involvement  (participation  and  retention)? 

•  Community  embeddedness:  Are  services  seen  as  a  resource  by  other  providers, 
are  they  recognized  by  the  community  and  other  providers?  Evaluated  by  surveys 
and  referral  patterns. 

•  System  response:   Does  case  management  advocacy  serve  as  a  force  for 
innovation  in  other  institutional  systems  and  help  to  identify  needed  changes?  Have 
systems  changed  as  a  result? 

Research  Design  Issues  in  Evaluating  HIV  Case  Management  Outcomes  -  Possible 
outcome  variables: 

Utilization  of  ambulatory  medical  services; 

Unmet  needs  for  medical  or  social  services; 

Quality  or  appropriateness  of  medical  care  (e.g.,  PCP  prophylaxis); 

Measures  of  psychosocial  adjustment  or  quality  of  life; 

Duration  of  survival  from  time  of  AIDS  diagnosis; 

Costs  of  providing  medical  and  social  services;  and] 

Degree  of  service  coordination 

Measurement  of  case  management  services:  Did  the  client  actually  receive  needed 
services?  Results  will  depend  on  whether  services  are  available  or  in  limited  supply, 
and  whether  case  managers  control  availability  of  services. 

Evaluating  the  Impact  of  HIV  Case  Management:  Research  Issues  and  Limitations: 
Referrals:  Was  the  need  identified?  If  yes,  was  a  referral  attempted?  If  yes,  was  the 
referral  appropriate  and  was  the  referral  achieved? 

Developing  Standards  of  Practice  fro  HIV  Case  Management:  San  Francisco's  Model: 


Evaluation  based  on  the  extent  to  which  the  case  manager  and  client  build  trust  and 
rapport,  looking  at  factors  related  to  interpersonal  styles  and  involvement  of  family  and 
caregivers  in  care  planning,  where  appropriate;  chart  reviews/activity  logs.  Was  the 
client  enrolled  in  a  culturally  appropriate  drug  treatment  program  in  timely  fashion?-- 
What  is  the  frequency  of  follow-up?  Is  the  client  satisfied  with  services? 

Six  factors  to  evaluate: 

•  Frequency  of  contact  with  the  client;  client-  vs.  case  manager-initiated  contact 

•  Mode  of  client  contact:   Face-to-face  vs.  telephone  contact 

•  Caseload  size:  Triage  protocols  to  target  most  needy  clients 

•  Relationship  of  location  of  service  site  to  types  of  problems:  CBO  vs.  medical 
institution 

•  Tasks  performed  by  case  managers:  Various  modes  of  service  delivery  coordination 
exist. 

•  Outcomes:  Maintain  or  improve  the  client's  ability  to  remain  independent  in  home 
environment,  and  to  maintain  or  improve  quality  of  life.  To  achieve  these  goals, 
clients  must  actually  receive  the  services  to  which  referred;  periodic  reassessments 
of  client  to  update  service  plan;  configuration  of  services  is  adjusted  to 
accommodate  changes  in  health  or  social  status. 

HIV  Case  Management  Compared  to  Other  Models  of  Care  Coordination:   Four  Goals 
of  Care  Coordination: 

•  Achieve  access  to  appropriate  services  in  a  timely  manner; 

•  Improve  and  stabilize  health  status  and  level  of  functioning; 

•  Promote  client  participation  in  care  decision,  to  better  guarantee  cooperation  with 
health  care  recommendations  and  improve  the  quality  of  life  as  defined  by  the  client; 

•  Achieve  delivery  system  efficiencies,  including  quality  and  costs  of  care. 

Evaluation  results: 

•  Outreach  is  needed  to  initiate  a  personal  relationship  to  overcome  access  barriers 
(geographic,  cultural  beliefs  about  mainstream  health  care,  over-utilization  of  ER, 
lack  of  knowledge  of  entitlements  to  pay  for  care,  serves  as  link  to  testing  and 
treatment)  and 

•  Integration  of  individual  counseling  or  support  groups  by  the  case  manager  is 
needed  to  reinforce  positive  behavioral  responses  to  care  (remaining  in  care, 
adherence  to  treatment  regimes,  practicing  personal  prevention  strategies,  making 
appropriate  use  of  natural  support  systems,  timely  follow-up  on  referrals). 

•  Client  satisfaction  is  linked  to:  Client's  perception  of  the  quality  of  the  relationship 
with  their  case  manager,  increased  knowledge  about  the  disease  process;  and  the 
incorporation  of  cultural  traits  and  values  of  the  population  being  served. 

Inter-agency  coordination:  Continuity  of  care  as  a  key  indicator  of  service  integration. 


INTEGRATED  SERVICE,  MENTAL  HEALTH  AND  SUBSTANCE 
ABUSE  PROVIDERS  MEETING 

SURVEY  SUMMARY 

Integrated  Service  Providers  - 

Asian  pacific  Islander  Wellness  Center,  Continuum  HIV  Day  Services,  Continuum 
TLC  Program,  Haight  Ashbury  Free  Medical  Clinic,  Lyon  Martin  WIDS  Program, 
SF  AIDS  Foundation  Housing 

Service  gaps 

Greater  linguistic  capacity  on  site  (Cantonese  and  Vietnamese);  referring  to 

mental  health  services  often  not  successful  because  of  stigma 

HTVVsubstance  abuse  services  on-site 

Outpatient  mental  health  on-site 

Residential  and  outpatient  substance  abuse  -  on-site 

Evening  mental  health  groups 

Needle  exchange  (residential  substance  abuse  treatment  is  out  of  the  realm  of 

possibility  for  most  clients) 

Underserved.  at  risk  HIV  negative  homeless  EDUs 

-  Mental  health  counseling  for  ISP  patients 

On-site  mental  health  and  substance  abuse  services  for  uninsured 

homeless/marginally  housed,  dually  and  triply  diagnosed  HTV+  women 

On-site  psychological  assessment  and  perscriptions 

I  lousing  clients  have  difficulty  complying  with  hotel  rules  when  receiving 

emergency  housing:  our  belief  this  is  related  to  significant  mental  health  and/or 

substance  abuse  issues 

Outpatient  andor  harm  reduction  programs  for  the  Tenderloin 

Existing  linkages  wiih  ouipatient  mental  health,  residential  substance  abuse,  and 
outpatient  substance  abuse  Treatment 

.API  Wellness  &  Family  Service  Agency 

Harbor  Lights  (Salvation  .Army),  Baker  Places  and  Walden  are  great  referrals  for 

those  few  clients  ready  for  abstinance  programs 

Continuum  and  Castro  Mission  Health  Service 

Lyon  Martin  WEDS  MOL'  with  New  Leaf  (3  hours  per  week) 

-  Referrals  to  Smith-Ryan.  Salvation  .Army,  Ward  93  @  SFGH  ere.  for  detox 
services 

Referrals  to  Iris  Center,  Baker  Places.  AHP.  BAARI.  etc.  for  substance  abuse 
services 

ISP  provides  mental  health  therapy  and  substance  abuse  services,  through  ISP  or  through 
other  agreements 

ISP  subcontract  with  another  agency 

Own  mental  health  case  management  contract 

MOUs  with  many  mental  health  and  substance  abuse  service  providers 
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Adequate  for  clients 

On-site  services  has  increased  client  access  as  well  as  capacity  of  non-mental 
health  staff  in  assessing  mental  health  issues  and  making  referrals 

f  .inkages  work 

-  Yes 

-  Yes,  for  some  crisis  and  long  term  therapy  clients 

Could  provide  on-site  confidential  space  and  support  sen-ices 
Space  -  5 
Support  -  3 


Hopes 


Fears 


Building  greater  services  on-site 

Funding  for  additional  staff  and  better  linkage  to  residential  treatment 
Augment  current  counseling  and  to  provide  other  ISPs  with  priority  access  to 
outpatient  detox 


Cost  effectiveness  -  clients  with  highly  specialized  needs  -  of  collaboration 

Homeless  clients  "drop  in"  and  don't  schedule;  don't  have  outreach  staff  to  'Tind'' 

them  -  difficult  to  match  counseling  services  and  clients 

More  money  spent  on  services  not  appropriate  to  clients 

Nothing  will  change.  One  more  process,  more  paperwork,  no  real  incentive  to 

make  it  work 

Unfunded  mandate 

Trying  to  expand  services  in  a  climate  of  cut-backs,  with  unknown  impact 
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Mentai  Health  and  Substance  Abuse  Service  Providers 

AIDS  Health  Project,  Asian  Pacific  Islander  Wellness  Center,  Baker  Places,  Castro 
Mission  Health  Center,  Continuum  Ayse  Manyas  Kenmore  Center,  Family  Services 
Agency,  Haight  Ashbury  Free  Medical  Clinic,  New  Leaf 

Existing  linkages 

-  APIWC  -  Tom  Waddell  Health  Center  -  Family  Service  Agency  -  works  well 
APIWC  -  Tenderloin  Care  Project  with  Continuum  HTV  Day  Services  and  TARC 
-  works  well 

Active  referral  relations  wiih  ail  -  work  well ;  no  outslalioned  staff 

-  Referral  relationships  with  ISPs  work  well 

HAFC  substance  abuse  treatment  service  -  ADHC  Day  Health  Care  Services 
Program 

-  FSA     Bridge  Project.  Castro  Mission  Health  Center,  Lyon  Martin,  Continuum, 
.APIWC  -  all  work  well 

New  Leaf-  Lyon  Martin  new  linkage  that  seems  to  be  working  well:  other 
linkages  with  non-ISP  collaborations  [mental  health  servies  on  site  at  Hazel 
Betsey  House:  Spanish  language  HTV  substance  abuse  services  on  site  at  La 
Clinica  Esperanza] 
Internal  linkages  work  well  x  2 

Services  Providers  could  offer 

AHP  ->  Lyon  Martin.  Community  Clinic  Consortium  —  Psychotherapy, 
neuropsych  testing,  pschiatric  evaluation  and  monitoring 
FSA  -  mental  health  services,  medication  evaluation,  monitoring,  assessment  by 
\fD-psychialrisl.  diagnostic  evaluation  or  neuropsychiatry  assessment  by  PhD. 
clinical  case  conference,  could  do  2  hours  weekly  (can"t  read  rest  of  writing) 
HA  ->  want  to  discuss  with  other  community  based  ISPs,  possibility  of  stationing 
substance  abuse  workers  and  wed  like  to  give  ISPs  priority  access  to  residential 
treatment  programs 

New  Leaf-  exploring  providing  additional  mh  therapy  servies  &  substance  abuse 
counseling  (individual  and  or  group)  off-site  at  ISP  sites.  Mission  and  contracts 
name  lesbian,  gay.  bi-.  iransgendered  individuals  as  target  populations  -  up  to  10- 
20  hrs./wk. 
None  -  3 

Needs  from  ISPs 
Funding 

Confidential  meeting  space  for  individual  and  group  counseling 
Administrative  support  to  coordinate 
Confidential  filing  space 
Access  to  telephones  and  possibly,  voice  mail 


March  25,  1999 


Preferences  for  ISP  collaborators 

AHP  -  Lyon  Martin,  Community  Consortium 

Continuum  -  Continuum  ISP 

FSA  -  St.  Mary's  (youth  population) 

HA  -  St.  Mary's  because  of  proximity  to  our  sites  and  number  of  clients  treated  there 

HA  -  Tom  Waddell  because  of  number  of  our  clients  treated  there 

New  Leaf  -  API  Wellness  Center 

Interest/willingness  to  participate 
5  Yes 

limited  number  of  clients  for  psycho-social  evaluations  and  brief  therapy  services 
at  our  agency 
-     already  participate  with  ISP 


Hopes 


Fears 


Increase  in-house  mental  health  and  substance  abuse  services 

SF  can  actually  figure  out  what  an  integrated  system  would  look  like  and  allocate 

the  planning  and  staffing  resources  to  make  it  successful,  without  additional 

papeiwork  and  bureaucratic  burdens 

Smooth  continuation  of  services  in  all  areas  of  client  need 

Adequate  administrative  coordination  for  off-site  services 


Staff  will  be  underutilized  at  ISP  site  while  clients  at  provider  site  are  denied 
Staff  time  and  client  needs  won't  match 

System  will  replicate  earlier  mistakes,  mandate  foolish  and  impossible 
expectations,  resulting  in  chaos  -  serving  no  real  purpose  and  creating  more  work 
No  funding 

Don't  have  enough  mental  health  services  for  existing  clients,  much  less 
integrated  clients 

Decreasing  quantity  of  CARE  mental  health  services  provided  on-site  at  New- 
Leaf  to  meet  increasing  demand  (not  an  issue  in  HTV  substance  abuse  program) 
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id  County  of  San  Francisco  Department  of  Public  Health 

Memorandum 

Date:  June  3,  1999 

To:  HIV  Health  Services  Planning  Council 

Through:  Billy  Pick,  Program  Manager,  DPH,  HIV  Health  Services" 

From:  Dean  Goodwin,  Management  Assistant,  DPH,  HIV  Health  Services 


Following  is  the  requested  summary  of  the  Annual  Narrative  Reports  from  Integrated 
Services  providers.  This  summary  will  be  of  three  specific  sections  from  the  Annual 
Narrative  Reports  regarding:  challenges  to  integration,  system-wide  gaps  and  needed 
technical  assistance. 

The  five  agencies  included  in  the  summary  are  Asian  &  Pacific  Islander  Wellness  Center, 
Continuum,  Haight-Ashbury  Free  Clinics,  Lyon-Martin  Women's  Health  Services  and 
San  Francisco  Community  Clinic  Consortium. 

Challenges  to  Integration: 

1.)  There  were  needed  adjustments  and  fine-tuning  of  services  to  better  serve  clients, 
increasingly  shifting  to  those  who  are  dually  or  triply  diagnosed,  homeless, 
marginalized  immigrants,  and  without  access  to  or  receiving  sub-optimal  HIV  care. 
A  larger  number  of  homeless  clients  accessing  services  require  a  higher  level  of 
practical  support  services  on  site,  such  as  storing  and  cooking  of  food  in  the  agency 
kitchenette;  allowing  usage  of  a  counseling  room  to  be  used  for  a  few  hours  as  a 
sleeping  room  when  absolutely  necessary  with  a  protocol  practiced;  giving  access  to 
office  computers  and  phones  to  follow-up  with  housing,  job  applications,  or 
scheduling  appointments;  and  allowing  storage  of  personal  clothing  for  a  limited 
length  of  time. 

2.)  Difficulty  in  attracting  qualified  personnel  (especially  for  Nurse  Practitioner,  Nurse 
and  Case  Manager)  with  available  salary  ranges.  Peer  Advocacy  staff  who  are 
members  of  client  populations  being  served  are  also  difficult  to  find  because  of  a  lack 
of  clinical  skills  and  an  inability  to  set  necessary  personal  boundaries. 

3.)  Since  integrated  models  generally  do  not  provide  for  chemical  dependency  treatment 
and  since  the  waiting  lists  at  drug  treatment  programs  in  San  Francisco  are 
particularly  challenging  for  multiply  diagnosed  individuals,  HIV+  individuals  seeking 
drug  treatment  services  continue  to  have  their  admissions  to  medical  model  detox 
programs  prioritized. 

4.)  A  temporary  restructuring  of  staff  due  to  departure  of  Executive  Director  poses 

difficulty  in  monitoring  program  oversight  issues  and  places  additional  administrative 
challenges  on  other  staff. 
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5.)  Difficulty  in  hiring  a  Nurse-Case  Manager,  which  also  delayed  hiring  of  Peer 
Advocate  who,  is  supervised  by  this  position. 

Gaps  in  available  services  noticed  from  a  system-wide  perspective: 

1 .)  Most  critical  gap  is  in  emergency  housing  and  rental  subsidies  (although  the 

Emergency  Housing  Vouchers  and  Shallow  Rent  Subsidy  programs  have  provided 
significant  improvement  in  ongoing  housing  crisis.)  One  specific  gap  is  in  providing 
options  for  rental  subsidy  when  clients  barely  miss  eligibility  requirements  for 
Shallow  Rent  Subsidy.  For  multiple-diagnosed  clients,  the  four  week  turnaround 
time  is  not  sufficient  to  stabilize  clients  in  order  to  organize  some  structure  in  their 
lives  and  enable  them  to  get  into  permanent  housing.  The  three  to  four  week  waiting 
list  for  residential  substance  use  programs  leads  to  the  destabilization  of  the  client's 
situation  because  of  their  inability  to  access  emergency  housing.  Also,  access  to 
mental  health  and  substance  use  services  are  limited  for  monolingual  or  limited 
English-speaking  clients,  especially  for  smaller  ethnic  populations  such  as  Thai,  Lao 
and  Cambodian. 

2.)  Lack  of  eligibility  of  many  clients  to  qualify  for  shallow  rent  subsidies,  specifically 
because  many  clients  did  not  have  permanent  residency.  Clients  with  records  of 
evictions  are  difficult  to  place.  Managers  of  SRO's  are  often  unwilling  to  grant 
permanent  residency  to  clients,  mostly  because  of  low,  city-wide  vacancy  rates, 
which  virtually  guarantees  them  placement  of  temporary  tenants. 

3.)  Lack  of  affordable  housing  options.  Availability  of  hotels  for  clients  in  recovery  that 
are  located  in  areas  with  less  drug  activity.  Substance  abuse  management  support  for 
people  unable  to  adopt  abstinence-based  treatment  constructs  (new  models  are 
needed.)  Mental  health  services  that  are  not  MD-based,  especially  long-term  therapy 
are  needed.  Vocational  training  is  needed.  Single  payer  health  insurance  to  ensure 
equal  access  for  all  individuals. 

4.)  Lack  of  contracted  substance  abuse  or  mental  health  services  within  agency's  system 
(despite  the  fact  that  62%  of  their  clients  have  active  substance  abuse  issues  and  54% 
are  living  with  active  psychiatric  issues.)  Attempts  to  facilitate  MOU  linkages  for 
these  services  on-site,  have  resulted  in  uncomplimentary/competing  agencies 
providing  these  services  despite  differences  in  agency's  agenda  in  regard  to  target 
populations  and  philosophy  of  service. 

5.)  Even  those  who  obtain  rental  subsidies  often  cannot  find  affordable  rental  space  in 
San  Francisco.  Living  conditions  in  many  SRO's  are  deplorable.  Lack  of  case 
management  and  substance  abuse  treatment  services  for  Latino/as.  Lack  of  mental 
health  services  for  Native  Americans.  Need  for  easier  access  for  all  clients  to 
psychiatric  services.  Need  for  alcohol  and  drug  detoxification  and  rehabilitation 
services,  especially  for  women.  Acute  shortage  of  medical  detox  beds  (as  opposed  to 
"social  model"  detox  programs.)  Decreased  availability  of  food  boxes. 

Types  of  technical  assistance  that  would  be  helpful: 

1 .)  Increasing  skills  in  program  planning  and  evaluation,  evaluation  and  systemization  of 
internal  protocols  and  procedures,  and  ongoing  staff  skills-building  in  areas  related  to 
program  implementation  for  Integrated  Services  such  as  harm  reduction,  basic  mental 


health  assessment  for  non-mental  health  providers  and  basic  substance  abuse 
assessment. 

2.)  No  technical  assistance  needed,  but  severe  need  in  administrative  assistance,  clerical 
assistance  to  comply  with  numerous  reporting  obligations. 

3.)  Technical  assistance  from  AIDS  Office  will  be  needed  in  setting  up  Reggie  system,  it 
is  anticipated  that  system  will  not  be  compatible  with  current  patient  databases.  Also, 
assistance  in  ensuring  current  patient  databases  and  scheduling  systems  are  Y2K 
compatible. 

4.)  It  would  be  helpful  to  have  on-line  and  e-mail  capabilities,  in  order  to  improve  ability 
to  communicate  internally  and  with  staff  at  other  sites  and  to  expand  immediate 
referral  and  treatment  information  for  clients.  Would  also  speed  registration  of 
clients  and  reduce  risk  of  error  in  transporting  confidential  documents  from  site  to 
site.  Also,  expanded  access  to  clinical  supervision  for  case  management  staff 
regarding  support  and  direction  in  working  with  the  growing  numbers  of  triply 
diagnosed  clients. 

5.)  Computer  training  vouchers  for  staff  and  an  evaluator  to  conduct  "clinic  flow" 

analysis.  A  database  to  better  track  case  management  referrals  and  medical  services. 
Direct  access  to  Reggie  system. 
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HIV  HEALTH  SERVICES 
PLANNING  COUNCIL 

May  20,1999 

Dear  friends, 

The  HIV  Health  Services  Planning  Council  (CARE  Council)  is  currently 
engaged  in  its  annual  prioritization  process  for  fiscal  year  2000-2001. 

As  part  of  that  process,  we  would  like  to  invite  you  to  a  discussion  forum  on 
integrated  services.  Two  years  ago,  we  had  such  as  forum  following  the 
Council  decisions  to  prioritize  integrating  CARE  funded  services  in  order  to 
better  serve  our  target  populations  (see  attached  summary).  Since  then,  over 
$2.5  million  as  been  allocated  to  several  integration  partnerships  and 
integration  continues  to  be  one  of  the  main  priorities  of  the  council. 

We  would  like  to  have  an  informal  discussion  between  CARE  Council 
members,  service  providers  currently  involved  in  integrated  services  and 
consumers  of  such  services  to  evaluate  how  well  things  are  going.  If  you  are 
working  for  a  specific  agency  involved  in  an  integration,  please  send  only  2 
people  so  we  can  limit  the  size  of  the  meeting.  We  are  interested  in  looking 
at  the  impact  on  clients  and  the  impact  on  agencies  and  providers  (what's 
working,  what's  not,  gaps,  etc) 

The  discussion  group  is  scheduled  for 

Thursday,  June  10, 1999 

5:30-8pm 

AIDS  Office,  25  Van  Ness,  3rd  floor 

Snacks  and  beverages  will  be  provided. 

Please  RS  VP  to  Michael  Moors,  staff  to  the  council,  at  863-5462.  Call 
Diane  Jones  (641-7832)  if  you  have  any  questions. 

Sincerely, 

Diane  Jones,  Co-chair 


PRIORITIZATION  COMMITTEE 

INTEGRATED   SERVICES  DISCUSSION 

November  3,   1997 

Present:  see  attached 

Organizations  represented:  CARE  Council,  AIDS  Office,  Tenderloin  CARE , 
Bridge^  AIDS  Foundation,  Corporation  for  Supportive  Housing,  Larkin  Street,  Coalition 
for  Positive  Families  with  Children,  UCSF  Women's  Clinic,  CSAS  . 

Discussion    points: 

1.  WHY  INTEGRATION? 

Complimentary  agencies  trying  to  address  gaps  in  services 

chosen  partners  each  with  their  own  expertise  and  depth  for  accessing  addl.  services 
Complimentary  management  styles,  missions,  statement  of  purpose 
Geographically  close 
Reduce  duplication  of  services 

To  provide  clients  with  seamless  point  of  entry  to  services  r 

Confuse  integration  and  collaboration;  collaboration  is  often  forced  because  we  don't 

have  integration 
Most  impulse  for  integration  comes  from  clinical  concerns 

2.  LIMITATIONS/DIFFICULTIES 

Lots  of  time  needed  in  planning  and  start-up  period  (often  not  funded) 

Lots  of  time  in  maintenance  and  support  for  the  collaborative 

Willingness  to  give  up 

Collaboration  based  on  relationships/team  and  trust  building;  invest  in  relationships 

Staff  turnover/need  to  reeducate  new  staff/reestablish  relationship 

Agencies  come  with  different  agendas,  investments  (financial  and  otherwise) 

Agencies  with  different  standards  of  accountability 

Agencies  and  professions  have  different  cultures  re:  processing,  organization  building,  etc. 

Populations  served  bring  their  own  challenges  and  often  a  hostile  environment  in  which 

to  provide  the  services 
Collaboratives  can  be  informal  (eg.  Coalition  for  Positive  Families  with  children):  who 

takes  care  of  the  collaboration?  where  does  the  continuity  come  from? 
Smaller  agencies  lack  resources  to  put  into  collaboration  building 
Employee  turn-over,  especially  when  effort  is  made  to  hire  from  within  the  targetted 

population  -  need  support  mechanisms 

3.  SERVICE   GAPS 

Housing,  housing,  housing,  housing,  housing  and  more  housing 

Housing  for  families,  especially  large  families 

Emergency  housing  that  provides  alternative  to  shelters  and  SROs 

Housing  for  people  who  are  actively  using  drugs 

More  capital  development 

Mental  Health  services  for  children 

All  services  for  older  people 

Treatment  on  demand,  especially  medical  detox 

Residential  and  detox  programs  for  women  with  children 


HIV  testing  drop-in 

What  happens  after  5pm  and  on  week-ends  and  holidays? 

4.  FUNDING   ISSUES 

Funding  structures  foster  competition;  no  incentive  for  collaboration 

Power  dynamics  within  the  collaborative  based  on  different  funding  levels  and 

relationship  to  funder  (eg.  lead  agencies) 
Need  to  focus  on  decision-making  structure  and  processes 
Most  funding  is  categorical  (substance  abuse,  mental  health,  housing,  etc)  with  different 

confidentiality  regs,  paper  work,  definition  of  billable  service,  eligibility  criteria 
Most  Aids  Office  monies  don't  have  the  luxury  of  integration 
Individual  clients  can  be  billed  for  but  rarely  family  interventions 

5.  WHAT'S  ESSENTIAL  TO  MAKE  IT  WORK 

Defined  roles  to  start 

Flexibility  built  in  at  the  front  end  to  make  adjustments  and  evaluation 

Time  and  authority  to  negotiate 

Create  an  oversight  committee  to  deal  with  power  dynamics  re:  funding,  hiring  decisions 

Have  one  person  who  takes  care  of  the  coordination,  ideally  not  part  of  one  of  the  specific 

partners,  i.e.,  a  neutral  person  to  do  T.A.,  work  on  policies,  problem-solve  and 

help  keep  the  finger  on  the  pulse  of  what  works  and  what  doesn't 
Population-specific  and  geographically-specific  makes  it  easier 
Ongoing  consumer  input/Client  participation  in  planning 
Know  how  to  handle  dual  identity  (eg.  Bridge  and  VNH)  -  success  comes  when  identity  is 

with  the  team  and  not  the  parent  agency;  learn  to  handle  the  tension 
All  services  within  each  agency  must  be  part  of  the  collaborative 
Ability  for  frontline  providers  to  rapidly  communicate  to  administrators  about  changes 

needed  to  be  made 

6.  WISH  LIST 

True  embracing  of  and  commitment  to  harm  reduction  philosophy  (including  consensus 

and  shared  understanding  of  what  it  means) 
Always  have  an  alternative  for  clients  (build  in  options  for  last  resort,  option  of  "holidays") 
Integration  of  all  funding  streams,  not  only  Care  Funding 

Be  able  to  bill  for  team-building,  organization  building,  and  not  just  direct  services 
More  community-based  dental  care;  more  eye  care 

Support  for  informal  coalitions  who  are  attempting  collaboration  without  funding 
Redirect  resources  that  go  into  bidding,  proposals,  competition 
Redefine  job  descriptions  so  that  they  are  truly  outcome-based 
Break  down  distinction  and  separation  between  prevention  and  care 
Every  program  must  have  ability  to  deal  with  client  as  an  integrated  whole 
Reduce  staff  turn-over  to  give  clients  continuity  of  care 

Note:  we  didn't  have  time  to  discuss  pros  and  cons  of  vertical  vs.  horizontal  integration 


. 


MISSION  NEIGHBORHOOD  HEALTH  CENTER 


LETTER  OF  COLLABORATION 

between 

MISSION  NEIGHBORHOOD  HEALTH  CENTER 

& 

AMERICAN  COLLEGE  OF  TRADITIONAL  CHINESE  MEDICINE 

SERVICES  TO  BE  PROVIDED 

Services  to  be  provided  are  a  weekly  auricular  acupuncture  clinic  in  a  group  setting,  weekly  full- 
body  acupuncture,  plus  dispensing  of  nutritional  supplements,  as  part  of  a  comprehensive, 
holistic,  community-based  program  for  person  with  HIV.  Services  will  be  provided  under  the 
direction  of  a  California  licensed  acupuncturist  or  qualified  student  with  experience  and 
sensitivity  to  the  needs  of  the  target  population. 

AGENCY  COLLABORATION 

The  American  College  of  Traditional  Chinese  Medicine,  through  its  clinic,  provides  traditional 
Chinese  medicine  services  to  the  people  of  the  San  Francisco  Bay  Area  using  the  modalities  of 
acupuncture,  nutritional  supplements/herbs  and  qi  gong.  Mission  Neighborhood  Health  Center 
(MNHC)  will  collaborate  to  provide  comprehensive  services  to  people  with  HIV. 

The  American  College  of  Traditional  Chinese  Medicine  will  provide  Chinese  medical  services 
(acupuncture  and  nutritional  supplements/herbs)  to  the  clients  of  Clinica  Esperanza.  ACTCM 
will  provide  qualified  staff  and  student  assistants.  ACTCM  will  train  and  supervise  the  students 
in  the  program  and  maintain  its  risk  management  protocols  in  a  manner  consistent  with  the 
policies  and  procedures  of  Mission  Neighborhood  Health  Center.  ACTCM  will  provide 
professional  liability  coverage  and  issue  a  certificate  of  insurance  naming  Clinica  Esperanza  as  an 
additional  insured. 

ACTCM  agrees  to  pay  MNHC  a  total  of  $599.42  per  month  towards  the  personnel  and 
operational  expenses  of  this  program.  ACTCM  will  provide  acupuncture  needles  and  nutritional 
supplements/herbs. 

AURICULAR  CLINIC 

Mission  Neighborhood  Health  Center  will  provide  space  for  the  group  auricular  clinic  one 
evening  per  week  and  a  staff  member  to  assist  during  the  acupuncture  clinic  as  needed.  The  clinic 
will  be  operated  on  a  drop-in  basis  and  ACTCM  will  maintain  separate  client  records  for  this 
service.  By  mutual  agreement,  the  auricular  clinic  can  be  opened  to  HIV  positive  individuals  who 
are  not  clients  of  MNHC. 

FULL  BODY  ACUPUNCTURE 

Mission  Neighborhood  Health  Center  will  provide  two  exam  rooms  for  the  full  body  acupuncture 
one  evening  per  week.  MNHC  will  make  appointments  for  the  full  body  acupuncture,  calling 
clients  weekly  to  remind  them  of  appointments.  The  receptionist  will  make  client's  medical 
record  available  ACTCM  acupuncturists.  ACTCM  acupuncturists  will  document  interventions 
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in  the  medical  progress  notes  section  of  the  client's  medical  record.  The  full-body  acupuncture 
will  be  provided  only  to  patients  of  MNHC's  HIV  clinic.  MNHC  will  provide  alcohol  prep 
pads,  cotton  balls,  sharps  containers,  and  disposal  of  sharps  containers. 

MNHC  will  issue  a  certificate  of  insurance  naming  American  College  of  Traditional  Chinese 
Medicine  as  an  additional  insured. 

The  contact  person  for  MNHC  is  Brenda  Storey,  LCSW,  and  for  ACTCM,  Patricia  Keenan, 
O.M.D.,  L.Ac. 

This  agreement  is  in  effect  from  April  1, 1998,  until  February  28,  1999.  This  agreement  may  be 
terminated  by  either  party  with  30  days  written  notice  to  the  other  party. 
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Lixin  Huang,  President 
Executive  Di/ector  American  College  of 

Mission  Neighborhood  Health  Center  Traditional  Chinese  Medici 
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